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Editorial 


Galen 


_Pypenp ene (often erroneously call- 
ed Claudius) Galen, who is generally 
recognized as having been, saving only 
Hippocrates, the greatest physician of 
the ancient times, was also a Greek, 
like his famous predecessor and hero, 
having been born at Pergamus, Greece, 
about 130 A.D. (approximately 500 years 
after the death of the Father of Medi- 
cine). 

His father was a cultured and wealtny 
architect and philosopher, named Nicon, 
who was eager that his son should re- 
ceive a liberal education and become a 
scholarly person. So Clarissimus was 
placed under the tutelage of a number of 
the foremost scientists and philosphers of 
the time until, when he was about seven- 
teen years old, he twice dreamed that 
Apollo, the god of healing, appeared to 
him and urged him to study Medicine. 

He then started out in pursuit of a 
knowledge of the healing art, which he 
followed diligently, wandering from place 
to place, studying under any who seemed 
to have some worthy instruction to offer 
him and spending considerable time in 
the famous school of Medicine at Alex- 
andria, Egypt. 

After ten years of this peripatetic life, 
he returned to his native city, where he 
was appointed physician to the gladia- 
tors, which duties he performed for four 
years. 


About 164 A.D. he established himself 
as a practitioner in Rome, and soon at- 
tained unquestioned leadership in his 
profession—and the envious jealousy of 
the Roman physicians. He was made 
court physician and was the general ad- 
visor of the emperior, Marcus Aurelius. 


But Galen had been a wanderer too 
long to settle down to the routine life of 
a clinician, however successful and high- 
ly placed, so he retired from his honor- 
able position, after a comparatively short 
time, and devoted the rest of his life 
(which ended in 201 A.D.) to travel, 
study and teaching. 

Galen was the most skilled and suc- 
cessful clinican of his time and, in fact, 
of all antiquity, but he left few satis- 
factory records of his methods of treat- 
ment, Moreover, his wide experience and 
regular success bred in him a dogmatic 
attitude of pragmatism which, indeed, 
made him the authority, for nearly 1,400 
years; but, because a number of his 
ideas were erroneous, this very condi- 
tion hindered medical progress for cen- 
turies. 

As an anatomist, Galen’s conclusions 
were frequently unsound, because most 
of his research was conducted upon the 
bodies of dogs, hogs, monkeys and other 
lower animals. However, he knew his 
osteology well (he was the first to class- 
ify the vertebrae as cervical, dorsal and 
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lumbar), understood the difference be- 
tween the origin and insertion of mus- 
cles, recognized many of the structures 
of the brain and described seven of the 
twelve cranial nerves. His anatomic pro- 
nouncements were accepted as gospel, 
up to the time of Vesalius. 

He was the first man to devise methods 
of putting questions to nature, and then 
arranging things so that nature could 
answer them. This procedure we now 
call experiment, and Galen deserves the 
title of Father of Experimental Physi- 
ology, his work in connection with the 
nervous system having been especially 
sound and enlightening. 

This great Greco-Roman had _ strong 
teleologic preconceptions and tended to 
make his findings fit his theories, in- 
stead of recording actual facts, as Hip- 
pocrates did. His idea that the blood 
passed from the right to the left ventri- 
cle through hypothetical, invisible pores 
held back the true conception of the cir- 
culation until the time of Harvey. 

In spite of his mistakes, Galen was 


one of the great masters of Medicine, 
and his experiments on the physiology 
of the nervous, respiratory and circula- 
tory systems constituted the only real 


scientific knowledge along these lines for 
nearly seventeen hundred years. 


> 


Excellence, in any department, can be 
attained only by the labor of a lifetime. It is 
not purchased at a lesser price. 


—SAMUEL JOHNSON 
> 


Think About Medical Care 


Plans 

'P\HE physician’s views about proposals 

to change tried methods of medical 
practice are often not welcome. There has 
been a tendency on the part of the physi- 
cian to regard the field of health as 
one in which the medical profession has 
an exclusive interest. He overlooks the 
fact that the people, having the greatest 
stake in health, also have views on medi- 
cine which he must consider. 

W. W. Crowdus, President of the St. 
Louis Bar Association has said: ‘‘You 
should bear in mind the people’s side of 
the problems brought about by these 
legal decisions (as they relate to the 
medical profession) and how they can 
best be served by any changes in the 
delivery of medical care, if such changes 
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are needed. Isn’t the whole situation un- 
der discussion more important to the 
patients than to the doctors?’’—Medicual 
Annals of District of Columbia, May 
1943. 

(When any project for improving medci- 
cal care is under consideration, think of 
its advantages and disadvantages in 
terms of what it would mean for pa- 
tients you know, rather than discarding 
it at once if it doesn’t seem to agree 
with your pet feelings. The English medi- 
cal profession are still paying for their 
error.—Ed.) 

+o 


Your value is governed entirely 
amount of supervision you require. 
—Dr. Harry MYERS 


by the 


oe 
Minimizing Psychoses in War 

N THE Survey Graphic for January, 

1943, Captain W. H. Michael, Medical 
Corps, U.S. Navy, presented an article 
that deserves serious consideration, in 
which he compared men’s minds to 
ships, showing how the engineers have 
made great progress in “damage con- 
trol,’”’ or means to minimize the destruc- 
tion caused in battle, and suggesting that 
methods to the same end might be ap- 
plied to limit the psychic shocks suf- 
fered by the sailors who man the ships 
All that he said applies to the Army, as 
well as to the Navy. 

The essential difference between men 
and ships is that, while the physical 
damage suffered by either can generally 
be repaired, so that the man or the ship 
is again ‘‘seaworthy’’, the men have 
minds, and if these are at all seriously 
disorganized the trouble is permanent 
at least as far as war service is con 
cerned. 

But Captain Michael suggests that it 
is possible to apply a form of psychic 
damage control, so that the number of 
mental casualties (which now make up 
from 25 to 50 percent of the total) can be 
materially reduced. Such measures 
should include: Loyalty, example, con- 
trol of fatigue, and a modified form of 
the confessional, the value of which last- 
named has been demonstrated by the 
Roman Catholics. 

The development of loyalty (to a par- 
ticular officer or to an organization) is 
based upon justice tempered with sym: 
pathetic understanding, and leads to 












high morale, because the personal prob- 
lems of each individual are overshad- 
owed by his concern with the problems 
of his outfit. 


Example generates confidence — or 
lack of it — so that any man in an or- 
ganization, from the commanding officer 
down, who loses his mental equilibrium, 
should immediately be removed from it, 
as neuroses are highly contagious, in 
direct proportion to the rank and in- 
fluence of the patient. 


Fatigue, in itself, can cause shock and 
neurosis, and always aggravates the ef- 
fect of psychic shocks. Many men break 
down on the first day of their military 
service because of the harsh and incon- 
siderate way in which they are handled. 
Speed and routine are, of course, neces- 
sary in handling large groups of men, 
but a reasonable amount of thought and 
human understanding could relieve the 
shock and strain o£ that first day con- 
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a siderably. 

we The chaplain or medical officer of an 

hat organization is always glad to talk things 

ap- gover with the men, but recruits are apt 

suf: 9° be afraid of these lofty beings; and 

ips. the noncommissioned officers, who are 

asa closest contact with the men, gen- 
erally pride themselves on being ‘“‘hard 

_ boiled,”” and so are useless for this 

icq! BeUTPoOse. 

ne In every military organization, some- 

ship one with experience, sympathy, judg- 

aia nent, and training, should be officially 

aie assigned as a non-religious ‘‘confessor,”’ 

eal r confidant and adjuster, to whom of- 

con: Mpcers and enlisted men can go, freely 
nd with confidence, to talk over their 

at it personal problems. 

chic While these suggestions apply with es- 

ry of 

e up 

in. be 

sures COMING 

con- 

m of “Study of Defective Children,’’ by W. E. 

last: McKinley, M.D., Osawatomie, Kans. 








“The Ophthalmascope and Its Use,’ by 
Oscar B. Nugent, M.D., Chicago, Ill. 














“Simple Resuscitation of the New Born,” 
by Ralph L. Gorrell, M.D., Clarion, Iowa. 
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pecial urgency in the armed forces, all 
of them apply, more or less directly, to 


the conditions in civil life, and every 
physician can find food for reflection in 
them. 

> 


The sum of behavior is to retain a man's 
own dignity, without intruding upon the liberty 
of others.—Francis Bacon 


> 


Union Rules for Doctors 


The Administration wants to know why 
the A. M. A. recently withdrew its ap- 
proval of one of our medical colleges 
formerly on the ‘‘Certified Grade A, raw’’ 
list, so it looks as though the organized 
medical profession has lost the second 
round in the fight to maintain the stand- 
ard of ethics that has kept the practice 
of medicine fairly clean of commercial- 
ism. 

Is the laboring man any better than 
the physician? Are his organizations en- 
titled to anything that the doctors are 
not? According to the newspaper reports 
and comments on recent Supreme Court 
decisions, there seems to be no limitation 
on what a labor union and its members 
may do to enforce its demands. We, as 
doctors, do not ask unlimited and unre- 
strained license, but if the refusal of 
Washington to interfere in the actions of 
the labor unions is done in good faith 
and not for purely political purposes, 
why not call somebody’s hand? Why not 
demand that a law be passed granting 
all professional organizations and their 
members the same rights, privileges, and 
immunities that are granted by legisla- 
tion and court decision to the labor 
unions? They seem to require them to 
raise the standards of working conditions, 
many of which sadly need it. Why 
shouldn’t the Medical Profession be al- 
lowed to maintain and raise its stand- 
ards of education and ethics unhamp- 
ered?—San Diego Med. Bull. 





“Intestinal Protozoa and Helminths’’ 
Part I—Diagnosis 
Part Il—Treatment 


by Faust, D’Antoni, and Sawitz, 
Orleans, La. 
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Diethylstilbestrol Treatment 


of Uterine Bleeding* 


By KARL JOHN KARNAKY, M.D., Houston, Texas 


intervals since then, 

we have reported that diethylstil- 
bestrol was effective in the treatment 
of uterine bleeding,1-15 regardless of the 
presence of myomas. This chemical is 
not a hormone. 

Dysfunctional uterine bleeding may be 
due to level of estrogen in the blood 
(author’s hypothesis). At a certain estro- 
genic blood level, the woman bleeds. At 
higher levels, she is amenorrheic, just 
as she is during pregnancy. At lower 
levels, she is amenorrheic, just as she 
is before puberty and after the meno- 
pause (physiologic amenorrhea). 

Toxicity 

We have completed 11,568 laboratory 
tests on more than 3,227 gynecologic 
and obstetric patients. No harmful 
changes have been noted during or fol- 
lowing the administration of the drug. 

Nausea and vomiting: Diethylstilbes- 
trol causes nausea and, occasionally, 
vomiting. If its use is continued, the 
nausea disappears in 4 or 5 days, in 
89 percent of cases. 

Elixir of phenobarbital is prescribed 
for patients who wish to avoid the first 
and second day nausea, On the first 
day, when nausea appears, the patient 
is told to take 2 teaspoons with a very 
small amount of water. Following this 
administration, she takes one teaspoon 
three times daily and three teaspoons 
at bed time. The patient may take one 
or two Seconal or Nembutal capsules 
when stilbestrol is taken at 9:00 p.m., 
or insert a 2 gr. Nembutal rectal sup- 
pository every 3 to 4 hours for nausea. 
Buttermilk or sour drinks usually relieve 
the slight nausea that occurs during the 
day. 


N 1939, and at 


Dosage 


The patient is instructed to begin tak- 
ing the tablets at 9:00 p.m. Explain to 
her, and this is important, that the first 
+ *From ‘the Menstrual Disorder Clinic, Re- 
search Division, Jefferson Davis Hospital, 
Houston, Texas. Permission to do this work 
was granted by the research committee. 


morning after beginning treatment, she 
may be nauseated but to continue taking 
the medication as the nausea will be a 
little less each day until it is entirely 
gone on the fourth or fifth day. 

Finch16 advises this system of dosage 
to avoid nausea: 0.5 mg. for 2 nights, 
1.0 mg. for 2 nights, 3.0 mg. for 2 nights, 
4.0 mg. for 2 nights, and finally 5.0 mg. 
taken each night. 


Fig. 1. Technic of injecting the anterior wall 
of the cervix with stilbestrol in oil. A spinal 
puncture needle and ordinary 10 cc. syringe 
are used. 


Complications 


Complications, in our experience, are 
rare. Only 5 patients of the total 3,227 
could not keep up with stilbestrol ther 
apy. 

Uterine bleeding: No woman with a 
intact uterus should be given 1.0 mg. 0 
stilbestrol daily over a period of 30 0 
more days. Any patient with an_ intact 
uterus and patent cervix who receives 
1.0 mg. of stilbestrol daily will begin t 
bleed or flood in 20 to 70 days. 
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DIETHYLSTILBESTROL TREATMENT 


Action 


We believe that stilbestrol administra- 
tion results in an increased amount of 
estrogen in the blood; when the estrogen 
level is raised above the estrogenic 
bleeding level, uterine hemorrhage 
stops. Apparently this is true, because 
we have stopped dysfunctional uterine 
bleeding in 148 cases, by injecting from 
25 to 250 mg. of diethylstilbestrol di- 
rectly into the anterior wall of the cer- 
vix. (Preceding a hysterectomy, we have 
carried out such an injection with stil- 
bestrol and gentian violet; studies have 
shown the distribution in the uterine 
muscle, endometrium, ovaries and Fal- 
lopian tubes.) 


Treatment of Dysfunctional 
Uterine Bleeding 

Severe or prolonged bleeding should 
be treated by injecting 10.0 to 25.0 mg. 
to 50.0 mg. of stilbestrol in oil into the 
anterior wall of the cervix (see Fig. 1) 
with a spinal puncture needle and a 10 
cc. syringe. Or, one may give 10 to 20, 
5.0 mg. (50.0 to 100.0 mg. total) tablets 
by mouth every fifteen minutes until the 
bleeding stops; then, one 10.0 mg. tablet 
every night for 2 weeks, and finally, one 
5.0 mg. tablet for 3 or 4 weeks. The large 
doses of  stilbestrol check bleeding 
quicker when given at 15 minute inter- 
vals. 

Prolonged, moderate bleeding: Inject 
5.0 to 25.0 mg. of stilbestrol into the 
anterior cervical wall or five, 5.0 mg. 
(25 mg. total) tablets by mouth every 
15 minutes until the bleeding stops, fol- 
lowed by one 5.0 mg. tablet every night 
for 20 to 30 nights. 

Slight bleeding: Give one 5.0 mg. tab- 
let every night for 20 to 30 nights (or, 
if desired use Finch’s dosage, as describ- 
ed under the heading, ‘‘Dosage’’). 

In 2 to 8 days after taking the last 
tablet, the patient will spot for 2 days, 
bleed 2 days, then spot again for 2 days. 
If the bleeding becomes excessive, the 
patient should take one-half of a 5.0 mg. 
tablet of stilbestrol every 15 minutes 
until the bleeding is checked (not stop- 
ped). Within 2 to 3 weeks, 87 percent 
of the patients whom we have observed 
were menstruating normally, and their 
endometrium had returned to normal, 
as shown by an endometrial biopsy. 

We have employed both progesterone 
and natural estrogens in our studies. 
Stilbestrol, alone, is superior to both. 
Our clinical investigation has not dis- 
closed any uses for progesterone in any 
condition. 

Fifteen patients in this series required 
dilatation and curettage to stop uterine 
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bleeding. These patients were bleeding 
from mechanical, not dysfunctional 
causes (endometrial polyps, intra-uter- 
ine myomas). All cases of dysfunctional 
uterine bleeding have been stopped with 
stilbestrol therapy. All cases have had 
an endometrial biopsy which was taken 
after the patient became stronger or 
after the bleeding stopped. 

Thyroid extract (Armour’s) is admin- 
istered to all patients with uterine bleed- 
ing. One-fourth grain is given every 
morning, and increased by %4 grain every 
fourth morning until the patient’s pulse 
remains 100-110. The dosage should be 
kept at this amount for 1 year, regard- 
less of the amount of thyroid extract 
required (% to 30 grains daily); usually 
takes 1-2 grains per day for most 
patients. 

Adolescent Dysfunctional Bleeding 


Severe or prolonged bleeding should 
be treated with stilbestrol (five 5.0 mg. 
tablets every 15 minutes until the bleed- 
ing stops, followed by 5.0 to 10.0 mg. 
every night for 30 to 40 nights; if the 
bleeding recurs, repeat the stilbestrol). 

Slight bleeding is an indication for one 
5.0 mg. tablet every night for 30 to 40 
nights. If the bleeding has stopped, or is 
very slight, one may use Finch’s method 
as outlined under ‘‘dosage’’ in the first 
portion of this paper, to avoid nausea. 

Within 2 to 8 days after taking the 
last tablet, the patient will spot for 2 to 
3 days, bleed for 2 to 3 days and then 
spot again for several days. If the bleed- 
ing becomes more than that of a normal 
menstruation, the patient may take one- 
half of a 5.0 mg. tablet every 15 minutes 
until the bleeding decreases. Within two 
to three weeks, the patient usually re- 
turns to normal menstruation. 

Menorrhagia, Adolescent or Adult 


The uterus should be curetted well. 
This minor surgical procedure may be 
performed in the office. The Randall 
curette is used. Adolescents are not 
curetted. 

Severe menorrhagia is treated by the 
injection of 25.0 to 50.0 mg. of stilbestrol 
into the anterior wall of the cervix or 
25.0 mg. of stilbestrol is given orally 
every 15 minutes until the bleeding 
stops, followed by one 5.0 mg. tablet 
every night for 40 to 60 nights. 

If the patient is seen after the bleed- 
ing has stopped, use Finch’s dosage as 
outlined under ‘‘Dosage’”’ above until 5.0 
mg. is being taken daily. 5.0 mg. is tak- 
en each day for 20 to 30 days. (The 
same withdrawal bleeding occurs, which 
should be treated, if it becomes exces- 
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sive, by taking one-half of a 
tablet as previously described). 

One Lipoiodine tablet (Ciba) should 
be taken every morning for 60 days by 
all patients with dysfunctional uterine 
bleeding. 


5.0 mg. 


Conclusion 


Diethylstilbestrol is a non-hormonal 
chemical which is very efficient in the 
treatment of uterine bleeding, regardless 
of the type of endometrium. It is as 
effective when taken orally as by intra- 
muscular injection and is inexpensive. 
When it is necessary to stop uterine 
bleeding at once, it may be given di- 
rectly into the anterior wall of the cer- 
vix, using a spinal puncture needle and 
a 10 cc, syringe. It is a non-toxic drug 
and may be safely given in large doses 
for 3 months or longer. 

Its use almost obviates the need for 
dilatation and curettage in the treat- 
ment of dysfunctional uterine bleeding. 

I wish to thank the following individuals and 
companies for the help they so generously gave 
in this research: The laboratory technicians, 
residents, internes and nurses of Jefferson 
Davis Hospital; the physicians of Houston, who 
treated their private patients with stilbestrol 
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and furnished me their clinical findings; Miss 
J. M. Hutcheson and Miss J. Klabechek, my 
technicians; Miss G. Racker, Miss D. Dillehay 
and Miss C. Anderson, my research nurses: 
Drs. Peter Marcuse, W. W. Coulter and Donald 
Henderson for their pathological reports on 
many tissues sent to them. Thanks are due to 
many persons for their help in this work: 
without the aid of these generous individuals, 
this research could not have been realized. 

Diethylstilbestrol crystals were generously 
supplied by the Ortho Products Company; some 
of the tablets were supplied by E. R. Squibb 
and Company; Armour Laboratories supplied 
the thyroid extract tablets, Ciba Pharmaceu- 
ticals, the Lipoiodine. 
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Indigestion: Oral Causes 
By H. R. NORRIS, D.D.S., Eagle Grove, Iowa 


+ pe mouth is the first portion of the 
digestive tract. If mastication is not 
thoroughly performed and starchy foods 


are not mixed with ptyalin,* an in- 
creased load is thrown on the stomach, 
small intestine and pancreas. 

Look at the patient’s teeth. If one 
tooth is missing, it means that the func- 
tion of two teeth has been lost, as the 
remaining tooth has nothing to bite or 


*“There are two functions of the saliva, 
mechanical and digestive. Saliva aids mastica- 
tion and swallowing, facilitates speech, helps 
to dilute irritants and cool hot foods. The 
digestive action of ptyalin takes place mainly 
in the stomach, and is concerned with the ini- 
tial stages of the hydrolysis of starch.’’ (Sam- 
son Wright in ‘Applied Physiology’’; pub- 
lished by Oxford Medical Publications). 


chew against. If tooth movement takes 
place, as shown on the x-rays illustrated 
here, six teeth may be rendered _inef- 
ficient. 

The two x-rays 
halves of a patient’s mouth. On on 
side, a molar has been extracted: as 
compared to the normal side, it will be 
seen that both rows of teeth do no! 
meet normally and cannot carry on 
thorough job of mastication. 

Those dental gaps should be filled 
with permanent or removable bridges 
The patient will be able to eat meal 
and other food substances that he needs 
and will be able to chew them well 
enough so as to avoid indigestion from 
this cause. 


depict the opposite 




















'N\HE general practitioner is often con- 

1 sulted by patients suffering from nasal 
obstruction, The great majority of these 
patients need only such conservative 
therapy as local use of % percent ephed- 
rine in saline solutions, use of a Ben- 
zedrine inhaler or other temporary re- 
lief, until the swollen turbinates return 
to normal. 

The patient who has a chronic nasal 
obstruction usually requires (1) allergic 
study, or (2) surgical removal of the 
otstructing tissue. If an otolarnygologist 
is available, the patient may be re- 
ferred to him. Unfortunately, many 
physicians are located from fifty to two 
hundred miles from a competent spe- 
cialist (yet, uninformed persons write 
such statements as, ‘‘There are too many 
physicians in the United States’’). Under 
such conditions, he may use whatever 
simple methods are at hand for giving 
relief. 























































































































Types of obstruction: 

1. Deviated septum—this requires a 
specialist’s care. 

2. Permanently enlarged turbinates— 
may be treated by cauterization of tur- 
binates, or injection of a sclerosing solu- 
tion, 

3. Recurrent allergic swelling of the 
turbinates—should be studied by means 
of a complete history and skin tests, if 
necessary; treatment includes avoidance 
of allergens or injection of a vaccine 
made up for the patient’s individual use 
according to the results of the skin 
tests; cauterization of the turbinates 
should not be employed unless such 
treatment does not bring complete re- 
lief. 
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Anesthesia 

The calm patient is not troubled by 
cauterization, if the nose has been thor- 
oughly anesthetized with a local anes- 
thestic. The hypersensitive patient may 
be calmed by taking 3 gr. of Nembutal 
at least 15 minutes before cauterization 
is to be carried out; the sedative is best 
given during the time that the nose is 
being anesthetized. 

Intravenous anesthesia with Pentothal 
sodium has many advantages. It should 
not be used unless oxygen is at hand 
and a respiratory stimulant is immedi- 
ately available (Lobelin, Picrotoxin or 
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Chronic Nasal Obstruction: Treatment by 
Cauterization of the Turbinates 
By RALPH L. GORRELL, M.D., Clarion, Iowa 
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Nikethamide) which may be given in- 
travenously. It was not used in this 
series, Even the most jittery of patients 
calm down after the sedative has acted 
for 30 minutes. 

It is ideal if the cauterization can be 
carried out while the patient is under 
general anesthesia for some other pro- 
cedure. The cauterization is performed 
when the major operation is over, and 
before the patient returns to conscious- 
ness. 


Solutions: The nose is first sprayed 
with ephedrine solution. If an atomizer 
is not at hand, the solution can be 
dropped into each nostril while the pa- 
tient is lying on his back with his head 
held well back over the side of a table or 
couch, If the head is held far enough 
back (deflexed), the solution will stay 
in the nose; it will not run down into 
the throat. 

After the ephedrine solution has been 
repeated several times, the nose is 
packed with cotton soaked in strong (10 
percent) cocaine solution or butyn solu- 
tion. The addition of epinephrine or ad- 
renalin to the solution helps to shrink 
the turbinates faster, prevents bleeding 
during the cauterization and permits bet- 
ter vision. 


Cocaine intoxication: A patient who 
manifests one of these symptoms is 
probably suffering from cocaine poison- 
ing— 

1. Dilated pupils, 

2. General stimulation and excitement, 

3. Sweating, 

4. Labored respirations, 

5. Clonie or tonic convulsions. 


The packs should be removed from the 
nose at once. Butyn solution may then 
be used. I have never seen a cocaine 
reaction, despite a free use of the drug 
for 10 years, and am printing this list, 
as taken from standard authorities, only 
to make the article complete. Artificial 
respiration and inhalations of ether or 
chloroform are listed as possible treat- 
ments, together with % gr. of morphine 
sulphate given subcutaneously to quiet 
the excitement. 

Complete anesthesia may be demon- 
strated by touching the turbinates with 
a wooden applicator. If the patient 
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cannot feel the stick touch the turbin- 

ate, one may proceed with the cauter- 

ization. There will be some sensation of 

heat and the disagreeable smell of the 

burning tissue may disturb the patient. 
Cautery 


The simple, inexpensive nasal cautery 
and tip may be used. -The tip is held 
in one hand; the other hand holds the 
nasal speculum. Light is obtained by 
use of the head mirror or electric lighted 
speculum. 

The tip is carried into the nose while 
cold. When it has been pushed in about 
two inches, the current is turned on. As 
soon as the tip glows brightly, it is 


Fig. 1. Showing the line of cauterization 
along the edge of inferior turbinate; dotted 
lines indicate further cauterizations if tur- 
binate is very large. 


pressed outward, away from the nasal 
septum, against the turbinate and car- 
ried forward. One soon learns the 
amount of pressure needed to penetrate 
the turbinate one-eighth to one-sixteenth 
of an inch. Several such strokes are 
needed, especially if the turbinate is 
large. The procedure is repeated on the 
opposite side. Having the patient inhale 
through the mouth and exhale through 
the nose blows the smoke away, per- 
mits better vision and keeps the patient 
busy. 

No further treatment is needed. Any 
oozing present may be treated by light 
cauterization with the cautery tip heated 
to a dull red glow, Usually, no bleeding 
is seen. (It is taken for granted that 
one does not cauterize in the presence 
of a cold or acute sinus infection.) 


After Care 
The patient is instructed to use the 
following solution as often as needed to 
relieve the temporary swelling of the 
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turbinates that follows any intranasal 
manipulation: 

Rx Benzedrine solution S.K.F. dr. ij 

Ephedrine sulphate %4% solution 

in normal saline q.s. ad & i 

Sig.: Use one dropper-full in each 

nostril as often as needed; shake be- 

fore using. 

This solution should only be used dur- 
ing the first 3 or 4 days postoperatively. 
Ephedrine in saline solution does not in- 
jure the nasal mucosa or stop ciliary 
action; it may be used without harm. 

For 4 days, the patient will notice that 
the nose is obstructed, assuming suf- 
ficient cauterization has been carried 
out. Such patients usually remark about 
this period, ‘‘I couldn’t breathe through 
my nose, anyway.”’ 

In no instance, has bleeding occurred; 
no packing has ever been required. 

Second Cauterizations 

Sufficient enlargement of the nasal 
passage may not be obtained by the 
first cauterization, especially when the 
operator is just learning the technic. 
and the patient should be informed that 
an additional cauterization may be re. 
quired at the end of 2 weeks. 


Cauteri zi 
here 


Fig. 2. Cauterization of lower turbinate 


It is safer to cauterize too lightly on 
several occasions than to destroy to 
much tissue. The removal of too much 
turbinate deprives the nose of a por 
tion of its function, namely the warming 
and moistening of inspired air, Cold 
winter air is carried directly into th 
pharynx and even into the trachea, re 
sulting in a chronic sensation of dis 
tress and cough; dust is not filtered ou 
in the nose. Those patients who have had 
the entire turbinate bone removed spea 
bitterly of such complications and the 
annoying complication of atrophic rhini 
tis. Cauterization has the advantage that 
a small portion of tissue can be re 
moved and the benefits of this parti 
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procedure noted before any more per- 
manent alteration is carried out. 

The illustrations show the location and 
depth of the cautery incisions. (Figs. 1 
and 2) 

Summary 

Fifteen patients suffering from chronic 
nasal obstruction, not due to deviation 
of the septum or enlarged adenoids, have 
been treated by cauterization of the tur- 
binates. 

Relief of obstruction has been very 
good in thirteen patients. Two markedly 
allergic individuals are able to breathe 
quite well except when exposed to dust 
and their specific allergens. 

The procedure is a simple one that 
can be carried out in the office. No 
complications have occurred. 

Case Histories 

1. Gerald K., age 12, complained of 
almost continuous nasal obstruction for 
4 years. His turbinates were of the typi- 
cally allergic type, pale, swollen, exud- 
ing clear mucoid secretion, which showed 
many eosinophiles on microscopic exam- 
ination. Skin tests jndicated that he was 
allergic to house dust, cattle and dog 
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hair. The house was thoroughly cleaned, 
all drapes were removed and his dog 
was banished. 

There was much relief from the sneez- 
ing and watery nasal drainage, but he 
was still unable to breathe through his 
nose most of the time. 

Immediately following an emergen- 
cy appendectomy, both inferior turbin- 
ates were thoroughly cauterized, Since 
that time, he has been able to breathe 
through his nose, except when he has 
a cold or is in much dust. 


2. John M., age 21, complained of con- 
stant nasal obstruction, which had 
troubled him for as long as he could 
remember. The obstruction was perma- 
nent, no family or personal history of 
allergy could be obtained and the tur- 
binates appeared normal, except for 
their excessive size. 

Both inferior turbinates were cauter- 
ized. One week later, he reported that 
he could breathe quite well. The benefit 
has persisted during a period of 1% 
years. 


227 First Ave. 


Inguinal Hernia 


Some Phases of the Anatomy of Inguinal Herniae 


By THESLE T. JOB, Ph.D., Professor of Anatomy 
Loyola University School of Medicine, Chicago, Illinois 


ALSTED quotes Shuh thus: “If no 

other field were o‘fered to the surgeon 
for his activity than herniotomy, it would 
be worthwhile to become a surgeon and 
to devote an entire life to this service.”’ 
This is doubtlessly true, because herniae 
are among the most common ailments 
of humanity. They appear at all ages, 
in both sexes, in all classes and voca- 
tions, in all races, and have been a 
burden to mankind through all the peri- 
ods of history. Herniae form a consid- 
erable portion of the surgeon’s practice, 
and in physical examinations, especially 
in industrial work, cause more personal 
and legal complications than any 
ther one clinical entity. 

The reasons for these statements are 
fund in the anatomy, developmental 
and functional, of the abdominal wall. 
The vast majority of herniae, if not 
‘mall, are congenital (excluding traumatic, 

of which postoperative is a type). There- 

@in lies the cause of such widespread 
recurrence. In intra-uterine development, 
both sexes have peritoneal diverticula or 


sacs (processus vaginalis) passing thru 
the inguinal canal. Normally, that por- 
tion of this sac which lies within the 
canal becomes obliterated, thus leaving 
the peritoneum at the internal ring 
flush with the abdominal wall; but this 
is a point of great variation. Statisti- 
cal observations made in our labora- 
tory (Novak) indicate that slightly more 
than one-third of the white male adult 
cadavera, and a little less than one- 
fourth of the white females, have a peri- 
toneal diverticulum or sac at the inter- 
nal ring. These sacs vary from 2 mm. 
to 5 mm. in diameter and from % cm. 
to 7 cm. long. Negro cadavera give less 
evidence of these sacs. 

Other peritoneal diverticula are the 
foveae formed by the obliterated hypo- 
gastric arteries (lateral umbilical liga- 
ments) and the urachus (medial um- 
bilical lig.). These ligaments are not in- 
frequently suspended from the body wall 
by a fold of peritoneum. The foveae 
vary from 1 to 2.5 cm. in depth; we 
have seen a few that were 8 cm. deep. 
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These foveae are within the inguinal 
(Hesselbach’s) triangle and are impor- 
tant in the formation of medial and 
lateral direct herniae, and in the so- 
called saddle bag or pantaloon type of 
hernia. Occasionally, the deep inferior 
epigastric artery is elevated from the 
body wall in a like manner and aids in 
the formation of oblique hernia. 

In the laboratory, we have found these 
peritoneal sacs or foveae associated with 
abdominal walls of every degree of 
muscular development, and we have 
found direct inguinal herniae to be com- 
monly associated with these suspended 
ligaments. 

That these foveae or diverticula are 
very important factors in the genesis of 
direct and indirect herniae is an 
accepted fact, but the frequency of their 
existence has neither been appreciated 
nor sufficiently emphasized. It should be 
apparent from the above that many indi- 
viduals (around 20% of the females and 
30% of the males) have potential in- 
guinal herniae, i.e., the anatomical ‘‘set- 
up’’ predisposing to herniae, but not all 
of them acquire a hernia. The fact that 
all potential herniae do not become 
actual is due doubtless to the lack of 
a crucial experience which could pro- 
duce a hernia. Practically all, if not all, 
so-called acquired inguinal herniae re- 
sult from a sudden exaggerated intra- 
abdominal pressure at a time when the 
abdominal muscles are either caught off 
guard or have a poor mechanical ad- 
vantage (position of the body or poor 
muscular development) and in the pres- 
ence of one or more of. these foveae. 
The fact that men with strong abdominal 
muscles develop hernia suddenly under 
such cruical experiences, and_ that 
middle-aged and elderly men with deteri- 
orated muscles acquire hernia on slight 
provocation, supports the above evidence 
and supposition. That is, strong muscu- 
lar development in the abdominal wall 
is not, in itself, a guarantee against in- 
direct inguinal hernia if a _ persistent 
processus vaginalis is present, but it is 
a good protection against direct inguinal 
hernia even in the presence of peri- 
toneal foveae. On the other hand, poor 
muscular development in the absence 
of diverticula or foveae can withstand 
well a decided, sudden increase in intra- 
abdominal pressure if the muscles have 
the normal mechanical advantage. If, 
however, diverticula or foveae are pres- 
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ent such sudden increases in pressure 
are very likely to result in hernia. 

There is general agreement that the 
highest age-incident for the onset of her- 
nia is the first year of life. The inguinal 
herniae in this age-group are all of the 
oblique type, except in those rare cases 
where the lower part of the abdominal 
musculature is deficient, because the 
internal ring is almost directly below the 
external ring. These first-year indirect 
herniae are the result of persisting pro- 
cessus vaginalis, which further empha- 
sizes the importance of these diverticula 
in the genesis of herniae. Further, 
around 25% of hernial cases give a 
history of inheritance. What was inher- 
ited? Not the hernia, but the structural 
condition which might permit a hernia, 
namely, diverticula, foveae with or with- 
out muscular weakness. 

Practical Applications 

The presence of these diverticula and 
foveae also offer a rational explanation 
for the failure of ‘‘cure’’ in the truss 
and injection methods of treatment. If 
a truss can be applied to the neck of 
an indirect inguinal diverticulum so that 
a sufficiently strong, constant, continu- 
ous pressure may be maintained for a 
sufficiently long time, an adhesion of 
the peritoneal walls of the diverticulum 
will take place. But these conditions are 
so nearly impossible to meet that 
‘‘cures’’ by this method are really ac- 
cidental. Even in those cases which seem 
to be ‘‘cured,’’ there is no guarantee 
that a peritoneal dimple does not exist 
at the internal ring or that the inferior 
epigastric artery is not suspended from 
the abdominal wall by peritoneum; both 
of which predispose to hernia. The same 
end results, as far as the diverticulum 
is concerned, exist in the chemical meth- 
od of treatment. 

In the surgical treatment of inguinal 
herniae, it is certainly evident that a 
simple high ligation of the sac, as done 
in the usual herniorrhaphy, will not 
obliterate these suspended umbilical liga- 
ments and the foveae formed by them 
Herein lies the rationale of the intra- 
peritoneal approach, as in an appen- 
dectomy. Possibly, Pierre Franco (circa 
1500) was the first to use this approach 
Annandale (1876), Tait (1883), and 
several others in the present century 
have used this approach, in uncompli- 
cated cases, with very satisfactory re- 
sults. 


Child Mortality 200 Years Ago 
In the eighteenth century, 75 percent of the children died before 
they were five years old.—Science News Letter. 





oa oo ae ee & ob 6 4S bh om Ge ie OF Gm en oe oe oe ee ek oe oem oe me Ck 


_—_—y - = = = = S . = | = + 


GRADUATE COURSE 


Diagnostic Errors, Part I 


Some Common Errors of 


of Diagnosis 


By WALTER C. ALVAREZ, M.D. 
Division of Medicine, Mayo Clinic, 
Rochester, Minnesota 


N ANSWER to the editor’s request 

for an article on what is wrong with 
American diagnosis today, I have jotted 
down the following notes. The criticisms 
I have to express are put out in a spirit 
of humility because I know that I must 
be making mistakes every day and I 
know that some of the mistakes I now 
decry I have mfde many a time in the 
past. No one can ever hope to even ap- 
proach perfection in diagnosis; he can 
only hope to get better and better as 
he grows older Furthermore, the phy- 
sician in general practice who has to 
know much about every disease can- 
not hope to make as good diagnoses 
in a special field as does the specialist 
in that field. All he can hope to do is 
to learn what secrets of diagnosis he can 
from specialists in the several fields. 
The only justification a man like myself 
has for speaking out positively about cer- 
tain practices which he feels are wrong 
or unwise is that for many years he has 
specialized in one field of medicine and 
has there seen many patients. From his 
large experience in the restricted field he 
can draw certain conclusions which can 
be helpful, particularly to young physi- 
cians who are starting out in practice. 

A consultant, who spends his days 
seeing patients who have been through 
the diagnostic mill elsewhere and who 
come with letters of findings and opinion, 
has a remarkable opportunity to appraise 
the good and the bad points of modern- 
day practice in the United States. Na- 
turally, in many cases he cannot be sure 
that the diagnosis of the other fellow 
was wrong and his is right, but often 
with the passage of time, it becomes 
clear that certain diseases which were 
diagnosed early in the course of an ill- 
ness could hardly have been present; if 
some of the bad ones thought of had 
been present, the patient would have be- 


come much worse or would have had 
to resort to an operation to save his 
life, but now, after months or years, it 
is clear that none of these things have 
happened; or the expected disease was 
not found at an operation, or careful 
treatment which should have cured it 
had it been present, had no effect, or 
new symptoms appeared which made it 
clear that the home doctor’s diagnosis 
was wrong. 


In many cases today the diagnosis 
made by the home doctor is not so much 
wrong as it is inadequate to explain the 
symptoms, and a far more important 
disease is overlooked. Thus, often the 
diagnosis of spastic colon, ptosis, diver- 
ticulosis, a low blood sugar, adhesions, 
gastritis, a low blood pressure or a low 
basal metabolic rate was correct as far 
as it went, but these slight abnormali- 
ties or peculiarities had nothing to do 
with producing the symptoms complain- 
ed of. In some cases the finding even 
of gallstones, amebiasis or a myoma- 
tous uterus was unimportant, and the 
physician was wrong in thinking that 
these diseases were responsible for the 
the patient’s distress; that was due to 
migraine, a psychoneurosis, a nervous 
breakdown or something else. 

One of the worst sins that must be 
chalked up against those of us who 
teach medicine in this country is a fail- 
ure to drill into our students the fact 
that a man, suffering with diarrhea, can 
have amebae in his stools without their 
having anything to do with his illness. 
His symptoms may all be due to nervous- 
ness, a toxic goiter or chronic ulcera- 
tive colitis. The amebae may be as silent 
and symptomless as they are in most 
persons who carry them. One of the 
surest signs that a clinician has attained 
unto wisdom is his ability and willing- 
ness to state that in the case of a fussy 
woman with gallstones, the symptoms 
are due, not to cholecystitis, but to a 
neurosis, and that the removal of the 
gallbladder will probably be without ef- 
fect on the health or comfort of the 
patient. 

A while ago I saw a neurotic woman 
who complained much of nausea, epi- 
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gastric burning, distress in the lower 
part of the abdomen, the passage of 
mucus from the bowel, frequent sick 
headaches, constant fatigue and oc- 
casional epigastric distress relieved by 
eating. As I rather expected, the roent- 
genologists reported signs of a duodenal 
ulcer, but I could not promise the woman 
any relief from a Sippy treatment 
because she did not have good relief 
from eating, or taking alkalies, and I was 
sure that most of her symptoms were 
due to nervousness and worry over a 
defective child. Actually, treatment for 
the ulcer had no effect, and later when 
a surgeon operated and probably caused 
the ulcer to heal, the woman went on 
having nausea, burning, headaches, and 
a sore colon because these symptoms 
had nothing to do with the ulcer. 


One of the most fertile sources of mis- 
takes in diagnosis today is the expecta- 
tion on the part of many of us phy- 
sicians that the diagnosis will be made 
for us by some laboratory technician 
or roentgenologist. This expectation puts 
such pressure on the consulting roent- 
genologist that he does not dare report 
briefly in one line of typewriting, as he 
often should, ‘‘Negative stomach and 
duodenum, normally functioning §gall- 
bladder, and normal colon and terminal 
ileum.’’ No, he is so sure that such 
brevity would be regarded as a sign 
of careless or skimpy work that he writes 
a couple of pages about little peculiari- 
ties of position or behavior or appear- 
ance of the viscera which an unwise or 
inexperienced physician may then view 
with alarm and point out to the patient 
as signs of disease sufficient to explain 
all the symptoms. As a result, many a 
poor woman with a nervous breakdown 
due to a defective heredity, over-work 
or sorrow gets a ptosis belt or has her 
gallbladder or her appendix removed. 


Delayed Gallbladder Emptying 


Perhaps the gallbladder emptied slow- 
ly and it didn’t occur to the physician 
that this is to be expected because when 
the dye goes out into the bowel with the 
bile, some of it is absorbed again and 
goes back through the liver into the gall- 
bladder. It is devoutly to be hoped that 
this cause for ‘‘slow emptying’’ will some 
day be known to the physicians of Amer- 
ica so that fewer futile operations will 
be done. So far as I can see, the only 
good reasons for removing a gallbladder 
are that the patient has had typical colics 
with perhaps frequent attacks of flatu- 
lence, and that the gallbladder fails to 
fill well with the dye or is seen to con- 
tain stones. 
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One Laboratory Finding 

Another fruitful cause for poor diag- 
noses today is the tendency on the part 
of busy and hurried physicians to accept, 
unhesitatingly, one laboratory report 
which appears to be normal, or worse 
yet, is really on or well within the bor- 
derlines of normal. Thus, not a month 
passes that I do not see several keen, 
wide-awake little women who have been 
under treatment for myxedema because 
one basal metabolic rate was reported 
as -35 per cent. It seems to me that when 
the physician noted that the patient was 
so active, quick and hard-working, with 
warm hands and a fast pulse, he should 
have said to himself, ‘‘She can’t hav« 
myxedema; either something went 
wrong with the apparatus or else the 
laboratory girl must have calculated 
wrongly.’’ Under the circumstances one 
would think that he would immediately 

eve ordered two more tests as a check 
on the first, but he didn’t. One would 
think, also, that when the giving of thy- 
roid substance only made the woman 
more jittery than she was before, he 
would immediately have seen that his 
diagnosis must have been wrong and 
would have tried to make a better one. 

Unfortunately, it is not yet known 
widely enough that most frail, asthenic, 
and constitutionally inadequate women 
have a basal metabolic rate around -15 
per cent. This seems to be normal for 
them; it is not due to hypothyroidism, 
and in these cases the giving of thyroid 
substance rarely has any beneficial ef- 
fect. 

As I have already intimated, one of 
the most common mistakes of physicians 
today is to treat a patient for one labora- 
tory or other finding which would have 
been disregarded as normal by the 
doctor if he only had a better knowledge 
of the range or distribution of such data 
in normal persons. For instance, almost 
every week I see patients who are being 
treated for hypotension because their 
systolic pressure runs somewhere be- 
tween 100 and 110 mm. If the physician 
who became alarmed over these figures 
had only been conversant with the 
statistics on this subject, instead of 
treating the patient he would have con- 
gratulated him on having an unusually 
favorable pressure and one which insur- 
ance men have found points to a better 
than average longevity! 

Every month I see some patient who 
has long been treated futilely for hypo- 
calcemia because one laboratory report 
on the blood calcium was 8.8 mg. When 
I have several tests made they all come 
out around 10 mg., and as far as [I can 





_mthh mwmiitha_nit & 2 eh O62 oe oe oe ee 


C. M. GRADUATE COURSE 191 


see, the patient never had any signs 
or symptoms of parathyroid disease. A 
few years ago I used to see many 
persons who were being treated for sup- 
posed hyperinsulinism because one blood 
sugar came out perhaps 78 mg. With 
frequent feedings the patient was no 
better, and this was to be expected be- 
cause his nervous spells did not come 
during the early morning hours as they 
should have done if he had had a pan- 
creatic tumor. Actually, many of the 
spells came shortly after a meal, which 
should have told the doctor that his diag- 
nosis was wrong, He did not know that 
symptoms of true hyperinsulinism do not 
develop until the blood sugar falls below 
50 mg. Fortunately, today, the diagnosis 
of hyperinsulinism made to explain the 
jitteriness of nervous women is going 
out of fashion. 
“Brucellosis” 


Every month I see several tired, neu- 
rotic women who are being treated for 
brucellosis because their afternoon tem- 
perature sometimes goes to 99.5° F. 
and their blood,shows a weak tendency 
to agglutinate Brucella abortus. Unfor- 
tunately, the doctor did not know that 
the type of nervous woman he was deal- 
ing with is almost certain to have an 
afternoon temperature a little higher 
than the average of 98.6° F. Apparently 
also he did not know that most people 
who have drunk much milk have a few 
agglutinins for Brucella abortus. I doubt 
if he would have diagnosed undulant 
fever if he had done as I always do in 
these cases and had ordered a scout 
film made of the abdomen, a film which 
would have shown that the spleen was 
small. Actually, it seems highly probable 
that most of the diagnoses of chronic 
brucellosis made today are wrong, and 
all that these patients really have is 
a fatigue state or a nervous breakdown. 
Certainly no amount of treatment for 
brucellosis helps these patients. About 
all the diagnosis does is to injure the 
reputation of the good doctors who have 
seen the patient before and have not 
diagnosed undulant fever. 

Electrocardiographic Errors 

Perhaps the worst tendency we phy- 
sicians have today is to diagnose myo- 
cardial disease from an electrocardio- 
gram, forgetting that hardly anyone past 
thirty is without some slurrings and 
notchings. The harm that is done is ter- 
rible. Certainly no one should try to in- 
terpret an electrocardiogram without 
thorough training, and always it should 
be remembered that the best test of a 
heart usually is the amount of exercise 


it can stand without complaint. If a man 
can walk rapidly along the street with- 
out getting pain that stops him he proba- 
bly has a good heart. 

Diagnostic Placebos 


A curse of medical practice has al- 
ways been the tendency we physicians 
have to try to satisfy patients not only 
with placebos of treatment, but with 
placebos of diagnosis. Instead of telling 
a sickly, constitutionally inadequate 
woman who has been ailing one way or 
another throughout her life that she was 
born that way and will always be that 
way, We uSually try to get her out of the 
office in a contented frame of mind by 
telling her that she has colitis, ptosis, 
adhesions, an endocrine disturbance, mild 
Addison’s disease, sinusitis, too much 
acid in her system, brucellosis, chronic 
appendicitis, an ovarian cyst, a small 
uterine myoma, retroversion of the uter- 
us, a peptic ulcer, a slowly emptying 
gallbladder, a ureteral stricture or intes- 
tinal auto-intoxication. I wouldn’t object 
to this so much if it weren’t that often 
these diagnoses do harm: they cause 
needless alarm, they send the patient on 
wild goose chases after health, they lead 
to the undertaking of long and expensive 
treatments, they cause surgeons to per- 
form futile operations and they obscure 
the fact that the patient has a nervous 
breakdown or is psychoneurotic or is 
caught in a sort of trap from which she 
cannot escape, or has a disease which 
only she can cure with self-control and 
rest and a more hygienic way of living. 

Oftentimes, the commonly made diag- 
nosis of spastic colitis causes much dis- 
tress because the woman gets into her 
head the idea that she has a serious 
disease of her colon which some day 
may turn into cancer or in some other 
way may bring disaster. She will be all 
the more likely to feel this way if she 
should happen to run into a friend who 
knows of someone who had chronic ulcer- 
ative colitis and who went downhill 
rapidly and died. How much better it 
is then to tell a tense, fretty woman with 
constipation and a hypersensitive bowel 
that she has a normal colon which is 
being disturbed by nervous stimuli. 
Where I work we never think of men- 
tioning to a nervous woman the fact 
that her colon is ptosed or kinked, be- 
cause we feel so sure that such pecu- 
liarities are without significance, and 
we never tell her that her bowel is spas- 
tic because spasticity is normal and to 
be expected in a woman of her tense 
type. We would rather not concentrate 
her attention on her colon and on taking 
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belladonna to relax it. We would rather 
have her concentrate on trying to get 
some rest and to live more sensibly. It is 
not a good thing to tell a neurotic woman 
whose symptoms are due to her con- 
stitutional inadequacy and her psy- 
chopathic thinking or her unhappy home 
situation, that her troubles are due to 
questionable abnormalties in some one 
organ such as heart, stomach, colon or 
uterus, 
“Ptosis’’ 


So-called ptosis is perfectly normal and 
can be found in some 60 or 75 per cent 
of well-built athletes (Moody, VanNuys, 
and Chamberlain, and others). The ma- 
terial in the bowel is moved forward by 
muscular contractions and not by the 
force of gravity, and hence I cannot see 
how it can make any difference whether 
the transverse colon is above or below 
the navel. Certain it is that all opera- 
tions for ptosis had to be abandoned by 
practically everyone years ago because 
the results were so uniformly bad. Ptosis 
belts soon go into the ash can, and rais- 
ing the foot of the bed only adds to the 
discomforts of the patient. 


One of the most fruitful causes for 
poor diagnoses is the failure of physi- 
cians to remember that psychoneurosis 
is one of the most common diseases in 
the United States, and that the most 
common symptoms of psychoneurosis 
are abdominal pain, indigestion, and a 
sense of overpowering fatigue in the 
mornings. These patients commonly 
complain that they feel poisoned, and 
they maintain that somewhere in the 
body there must be some focus of infec- 
tion or disease which must be removed, 
if they are to get well. Often the patient 
is so nearly crazy that we doctors have 
a hard time putting up with the annoy- 
ance of having her about the office, 
but still we fall in with her ideas. We 
examine her from head to foot, and we 
do our best to give her a diagnosis of 
some disease below the diaphragm, We 
may see that she is not exactly right 
above her ears but the great signifi- 
cance of this fact is seldom grasped by 
us, and we keep looking for something 
more. 

One of the common diagnoses that I 
have to make many times a week is 
“relative to the insane.’’ The patients 
are usually nervous, jittery women 
whose nerves are ‘‘playing tricks’? on a 
normal heart, stomach or bowel. One 
can get an idea of how common this 
disease must be when one learns that 
in this country one out of every nine- 
teen children born is someday going to 
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be committed to a state institution for 
the insane, the feeble-minded or the epi- 
leptic! Many more will be cared for ir 
our jails, many will be cared for at 
home, many will go on relief, and many 
will be ne’er-do-wells, alcoholics and ho- 
boes. Worse yet, for each one of thes« 
crazy or half-crazy people there will b: 
several queer, constitutionally inadequat: 
and psychoneurotic relatives, and these 
will be the people who will cause us 
physicians most of our trouble in the of- 
fice. They will take up most of our time, 
and usually, because of their inadequacy 
and inability to earn a living, they wil! 
be unable to pay us for all the trouble 
they have given us. It is these people 
whose diseases we are not recognizing 
properly. Because until recently ther 
was little training in psychiatry in Ameri- 
can medical schools, our young doctors 
seldom think of disease primary in the 
brain; they rarely recognize a nervous 
breakdown; they do not try to diagnose 
neurosis from the history alone; and in 
every case they try desperately to make 
a diagnosis of organic disease some- 
where below the neck. Perhaps it will 
be a comfort to them to know that the 
more able the diagnostician, the more 
frequently does he admit to patients that 
he cannot find any serious organic dis- 
ease to explain their symptoms. 


_ 

Eye Do’s and Eye Don’ts 
By HARRY S. GRADLE, M.D.* 
Chicago, Illinois 
F YOU are doing general practice, you 
haven't had much time to give to 


keeping up with the advances in the 
medical specialties, and, for the duration, 
you are going to have even less time. 
So it might not be amiss now to con- 
dense a few hints on the commoner dis- 
eases of the eye into a handy reference 
form. 
DISCHARGE FROM THE EYES. This 
is always due to an inflammation of 
A. The lining of the eyelids— 
Conjunctivitis 
B. The margin of the eyelids— 
Blepharitis 
C. The tear passages— 
Dacrocystitis 
It is not difficult to differentiate these 
three by inspection, although there are 
innumerable forms of inflammation in 
each class. Howevcr, just because there 
is a discharge from the eyes, DON’T 
jump to the conclusion that there is noth- 
ing else wrong. DO look carefully and 
make sure that the eyeball is not affected. 


*Chicago Eye and Ear Infirmary. 
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Then DON’T use atropine for that has no 
effect upon local inflammations of the 
eyelid. Silver salts have about outlived 
their usefulness and our armamentarium 
contains many more effective remedies, 
such as 1% mercurochrome, 1-5000 oxy- 
cyanid of mercury, 1-2500 Metaphen, 
1-3000 Zephiran, %% zine sulphate (of no 
use in the face of purulent secretion), 
and so on. Boric acid makes a good 
shower bath, but has no remedial prop- 
erties. Yellow oxide of mercury ointment 
belongs to the bygone horse and buggy 
era, but 5% sulfathiazole ointment is of 
great value in some cases. 

RED EYES. Just because you see a 
red eye, DON’T jump to the conclusion 
that you have to deal with an iritis and 
start to pour in atropine. The redness 
may be due to: : 

A foreign body (this can always be 

seen) 

Acute Conjunctivitis 

present) 

Corneal ulcer (gray area plainly 

visible on the cornea) 

Iritis (has a eontracted pupil and a 

cloudy iris) 

Acute Glaucoma (has a dilated pupil 

and the eyeball is hard) 

Some other intra-ocular inflammation 


that has to be determined ophthal- 
moscopically. 


(secretion is 


DO be as nearly sure as possible of the 
diagnosis before you start to treat it. No 
patient will thank you for destroying his 
sight by the use of atropine as a result 
of your mistake in diagnosing iritis in- 
stead of glaucoma. If you are not sure 
of your diagnosis DON’T be afraid to say 
so and ask for help. Your patients will 
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respect you for it all the more and it 
may mean the difference to them be- 
tween lifelong sight and perpetual dark- 
ness. 

Injuries of the Eyes 


In the case of a chemical injury of the 
eyes, DON’T waste valuable time by try- 
ing to figure out a specific neutralizing 
agent, except in the case of a lime burn. 
DO instruct your patient to flush the eyes 
with large quantities (a pint or more) 
of ordinary water, and repeat the flush- 
ing often. In case of a lime burn, milk 
is better. 


Should you have to deal with a per- 
forating injury of the eye, DON’T try to 
sew it up. You have neither the instru- 
ments nor the skill. Simply put on a 
sterile bandage without pressure and 
bundle the patient off to the nearest 
ophthalmic surgeon. Time is a big ele- 
ment in such cases, and early attention 
can frequently prevent disastrous infec- 
tion. DO give sulfathiazole internally as 
soon as you see the eye. 


You are called upon not infrequently 
to see lacerating injuries of the eyes, 
after windshield glass cuts in automo- 
bile accidents. If the eyeball is intact, 
immediate plastic repair is indicated. 
Please DON’T sew the lid wounds with 
coarse catgut for that usually results in 
a deforming scar that more or less de- 
stroys the physiological function of the 
lids and lacrimal passages. If you have 
to suture lid wounds, DO use fine silk 
or hair. 

In Short, 


DON’T treat an eye condition unless 
you are sure of the diagnosis. 

DO only such things as can do no 
harm and of which you are sure. 


Man 


Man is still the world’s most miracu- 


lous mechanism. In seventy years of 
life, a human being eats 1,400 times 
his body weight, over 100 tons of food, 
and he spends five full years putting 
food in his mouth. If his weight is aver- 
age, every day of his life his heart beats 
103,680 times, his blood travels 168,000,- 
000 miles, he breathes 23,040 times, he 
inhales 438 cubic feet of air, gives off 
85 degrees F. of heat and moves 1750 
major muscles; his nails grow .000046 
inches, his hair .01714 inches—and he ut- 
ters 4,800 words. The average person 
blinks 25 times a minute and scientists 
say each blink takes one-fifth of a sec- 


ond. Thus, if he averaged 40 miles an 
hour on a ten hour motoring trip, he 
would drive over 25 miles with his eyes 
shut. The body can take a lot of punish- 
ment and still keep on functioning. Man 
can get along fairly well, apparently, 
without his gall bladder, spleen, appen- 
dix and bladder. He can dispense with 
one kidney, two quarts of blood, half his 
brain and all his teeth and still live. 
And when he dies, he does not die all at 
once. The brain survives 10 minutes; 
eyes, 30 minutes; ears, 1 hour; blood 
molecules, 18 hours; bones, 3 days and 
skin, 5 days.—J. H. KeirH, M.D., in 
Ill. Dent. J., Jan., 1943. 
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Fears in Childhood* 


HE general practitioner and pedia- 
-L trician find the fears of infants and 
children one of the most interesting mat- 
ters in the routine of practice. Fear is, 
perhaps, one of the most essential char- 
acteristics in the makeup of each indi- 
vidual. Nearly every person, in addition 
to the ordinary protective fears neces- 
sary to the usual methods of life, suf- 
fers from fears, obsessive in type, often 
unwarranted, yet so deeply rooted in the 
subconsciousness that they govern the 
daily life, curtail the pleasure to be de- 
rived from many delightful adventures, 
and dominate the existence of many in- 
dividuals to the extent of making them 
the subjects of other neuroses. 


Protective Fears 


Protective fears are those which na- 
ture has introduced into our mental 
make-up to protect us from the hazards 
of life. They are usually instinctive and 
may be seen in almost any part of the 
animal kingdom, 

They appear, in children, between the 
fourth and fifth months. Rather sudden- 
ly, at this time, the infant cries at the 
approach of a stranger (such as the 
physician) or when he finds himself in 
an unusual situation (as in the physi- 
cian’s office). Even the sudden appear- 
ance of a pet dog or cat, which has 
been seen for months, will cause an 
outcry. The children of mature parents 
demonstrate these fears a few weeks 
earlier; generally speaking, the child of 
older parents develops mentally more 
rapidly. This period has been termed 
“the year of uncontrolled fear.’’ By the 
end of the ninth month, the baby has 
become accustomed to what were 
strange situations and crying outbursts 
diminish. 

At the middle of the second year there 
develops the ‘‘year of uncontrolled inde- 


*Rhode Island M. J., Dec., 1942. 


pendence.’”’ The child desires to assert 
himself; he may smash fragile articles 
and hurt himself. When the clatter and 
aches become too much, he rushes wild- 
ly to the protecting arms of his mother. 
It is during this year. that proper habits 
of sleep must be enforced, as_ these 
children will play to the point of irrita- 
tion before yielding to the need for 
sleep. Parents must explain the relative 
importance of the various fears devel- 
oped during this time (fear of animals, 
storms, and water); upon the ability of 
the mother and child to analyze these 
fears rests the child’s future mental 
happiness. 
Convenient Fears 


Convenient fears are those which de- 
velop primarily to enable the child to 
escape his own responsibility. The child 
is ‘‘afraid’’ to go out in the yard to 
pick up his toys; ‘‘afraid’’ to go into the 
dark cellar on a simple errand; or 
“‘afraid’’ of strangers, if sent to accom- 
plish a simple task. The fears of early 
childhood are usually brought quickly 
under control by an intelligent parent 
and are, of course, dependent upon the 
intellectual development of the child 
himself, 


Conditioned or Phychologic Fears 


Conditioned fears are those that are 
fixed in the child’s subconsciousness by 
a circumstance or a series of situations 
which promote fear. 

Environmental causes operate in the 
child who lives in a household where 
confusion and excitement are dominat- 
ing features. He becomes irritable and 
develops a feeling of insecurity, caused 
by insufficient rest irregular meals, and 
improper food. The oversheltered child, 
whose daily life is too well guarded, 
may pass through his early childhood 
without any nervous fears, but may be 
overcome when later he faces the com- 
plexities of life. 
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PELVIC THROMBOPHLEBITIS 


The unstable mother or the overemo- 
tional maid or nurse is the most fre- 
quent cause of the development of fears 
in the child. Such a person may be emo- 
tionally overcome at the sight of an ac- 
cident in the street or the appearance 
of blood from a wound, and this be- 
havior reacts badly on the child who 
happens to be a bystander at the time 
of the incident. 

Types of Children 


1. Placid: Often very fat; not agile; 
stable nervous system; calm _ disposi- 
tion; few, minor fears; happy most of 
the time. 

2. Sensitive: Often underweight; very 
agile; highly organized nervous system; 
readily affected by environment; more 
susceptible to fears; ranges from pessi- 
mism to marked optimism; must be 
more carefully handled. 

Treatment of Fears 

Fear of the dark may be treated by 
taking the child for walks in the dark- 
ness and by pointing out the beauties of 
the moon and ,stars or the twinkling 
street lights. 

Fear of animals must be treated first 
by treating the parents or others whose 
behavior toward animals has first 
alarmed the youngster. If possible, a 
puppy should grow up with the child. 

Fear of the water is often started by 
a parent dragging an unwilling child 
into deep water before it wants to learn 
how to swim. It is best to play games 
in shallow water for some time before 
even suggesting swimming. 

Fear of being left alone curtails any 
activities on the part of the mother. The 
child should not be taken too seriously, 
for the greater the concern or nervous- 
ness shown by the mother, the more 
intensive the show staged by the child. 
The parent who seems indifferent to 
these demonstrations is the successful 
parent. 

Fear of a bowel movement usually re- 
sults from the passage of a hard stool 
which caused pain, or a fissure of the 
anus. This fear is overcome by giving 
laxatives, and suppositories preceding 
the time of bowel movement, for a suf- 
ficiently long time to restore the child’s 
confidence. 

Generally speaking, the more intelli- 
gent the child, the more intense is the 
reaction to fear. The management of 
the child’s fears is dependent upon the 
intelligence of the parent or nurse, and 
their self control. Incidents which may 
cause fears should be avoided or ex- 
plained. The young child must be regu- 
lar in the daily routine of meals and 


195 


sleep. The mother who maintains an 
affectionate, but inflexible degree of pa- 
tience with her child need worry but 
little over the development of fears. 
—HEnry E. Utrer, M.D. 
Providence, R. I. 
> 


Pelvic Thrombophlebitis 

Infected, thrombosed veins of the pel- 
vis, following delivery, abortion, or pel- 
vic operation, result in severe chills and 
fever. Clinically, pneumonia may be sug- 
gested, as infarcts extending into the 
lungs may result in symptoms. An x-ray 
examination is important in ruling out 
lung infection and pneumonia, and will 
demonstrate the infarcts, even if there 
are no chest symptoms. The urine should 
be examined, to rule out pyelitis, al- 
though a small amount of pus may also 
be present in true thrombophlebitis. The 
enlarged, thickened veins may be felt on 
vaginal examination, in certain cases. 

Chemotherapy should be attempted 
first. If prompt recovery does not en- 
sue, ligation of the ovarian veins and of 
the inferior vena cava proximal to the 
junction of the common iliac veins will 
cure 90 percent of these patients who 
are seriously ill_—E. G. Cottmns, M.D., 
in New Orleans M. & S. J., Jan., 1943. 


> 
Colonic Symptoms 


The patient who gives a history of a 
change in bowel habits (constipation for 
the first time in the patient’s life; ‘‘diar- 
rhea,’’ which actually is the passage of 
mucus from a carcinoma; or bleeding 
from ‘‘piles’’) should be carefully stud- 
ied. Vaccines should not be given for 
“colitis,’’ sulfonamides should not be 
given for bowel infection, diarrhea 
should not be treated with paregoric or 
bismuth, and hemorrhoids should not be 
injected or removed until a digital ex- 
amination of the lower rectum has been 
made. The patient should strain during 
the examination, so that a lesion may 
be brought down far enough to be felt. 
Either the Sims position or the squat- 
ting position may be employed. A five- 
inch proctoscope should be inserted and 
the lower bowel examined—T. E. JoNnEs, 
M.D., in Penn. Med. J., Jan., 1943. 


> 
Urinary Symptoms 
in Pelvic Disease 


Frequency and urgency of urination, 
and pain on urination, do not necessar- 
ily indicate that the cause is in the blad- 
der, One of the most frequent causes is 
an infected cervix, which should be 
treated by hot douches, and later cau- 
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terized thoroughly. A urethral sound, 
size 26 to 28 French, should be passed, 
to make sure that urethral stricture is 
not present, as urethral narrowing, in 
women, is now known to be fairly com- 
mon and easily correctable by gradual 
dilatation with sounds over a period of 
several weeks. Uterine prolapse causes 
interference with urination, and so does 
a tumor of the uterus. Both men and 
women who have urinary symptoms 
should be catheterized after urinating as 
much as they can, to determine if there 
is any residual urine that the bladder 
is incapable of emptying. If so, a ure- 
thral bar or stricture, or enlarged pros- 
tate should be suspected.—W. S. PucuH, 
M.D., in Med. World, Dec., 1942. 


+ 


Face Wounds 


Debridement of facial tissues should 
be done very conservatively, for, due to 
the active blood supply of the face, it is 
often surprising how many apparently 
hopelessly bruised tissues will survive. 
Tension sutures on the surface should be 
avoided because they leave scars wide 
of the wound, especially in the event 
of infection. ‘‘Figure of eight’’ stitches, 
with knots tied on the mucous mem- 
brane, serve the purpose nicely and 
leave no surface scars. The use of fine 
wire sutures in this way is also recom- 
mended, especially where infection is 
almost inevitable. 


In actual loss of tissue around the 
mouth or nose, it is undoubtedly better 
to bring the mucous membrane out to 
the skin edge and suture it. This leaves 
a clean edge which heals readily and 
aids in the plastic reconstruction later. 
There is a maxim in plastic surgery 
which holds true here — namely, ‘‘Never 
distort tissue to close a defect.—CLame L. 
StraitH, M.D., in J. Mich. St. M.S., Vol. 
41, p. 484. 

a 


Intravenous Anesthesia for Surgery 


Intravenous Pentothal anesthesia may 
be given to any adult, regardless of age. 
One gram of the drug is dissolved in 
40 cc. of distilled water to make a 2% 
percent solution. The arm to be used is 
extended on a board at right angles to 
the body, thus being out of the surgeon's 
way and handier for the anesthetist. 

It is more convenient not to attach 
the intravenous needle directly to the 
syringe, but to use a glass connecting 
tube which fits the needle and a six or 
eight inch small rubber tube to connect 
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with the syringe, so that motions of the 
patient’s arm will not disturb the sy- 
ringe. A twenty gauge needle, one incl 
in length, is introduced into the vein and 
connected to the tubing. A small strip of 
adhesive is placed across the needle t 
prevent it from slipping out of place. 

Atropine (450 gr.) must always pre 
cede the anesthetic and oxygen should 
be given by face mask during it. Ther: 
is no fixed dose; enough drug is give 
so that the patient drops off to slee; 
quietly.—T. C. Davison, M.D., in Anesth 
& Anal., Feb., 1943. 


> 


Shoulder Joint Injuries 


Every injury around the shoulder 
joint, requiring immoblization, should b« 
in more or less abduction (the upper 
arm placed out from the body) and 
external rotation. Partial flexion is often 
advisable. 


Abduction is the best position because 
it favors the weak group of abductor 
muscles. External rotation is advisable 
because, in the position of internal ro- 
tation, the greater tuberosity of the hu- 
merus in abduction is forced against 
the acromion, pinching the soft tissues. 
Flexion is good because the head of 
the humerus must be held back, espe- 
cially in dislocations, so that it does not 
come in contact with the tear in the 
capsule and redislocate. This will not 
be possible if the elbow is carried for- 
ward slightly beyond the anterior chest 
wall.—P. B. Macnuson, M.D., in ‘‘Frac- 
tures’”’ (J. B. Lippincott Co., 1942). 

> 


Nose Injuries 

After any injury to the nose, the physi- 
cian must rule out the presence of a 
nasal bone fracture. Grasp the bridge 
of the nose between the fingers and 
thumb and try to move it from side to 
side. If it can be moved, a fracture 
exists. 

Look in the nose with an electric light- 
ed otoscope or with a nasal speculum, 
to see if the septum is bent to one side 
or the other, or buckled on itself, or if 
the lateral wall of the nose is crushed 
in. In doubtful cases, take roentgeno- 
grams. 

Hemorrhage and edema may mask th 
deformity of a nasal fracture. Often th« 
patient is informed that the nasal bones 
are in correct position; when the swell 
ing subsides a hideous saddle or latera! 
deformity is evident. 

Treatment: Introduce a well padded 
instrument, such as a curved hemostat 
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covered with a few layers of gauze, into 
one nostril, and place the finger on the 
opposite side of the nose. By a combina- 
tion of lifting and moving laterally, the 
fragments can be manipulated into posi- 
tion. If such reduction is done in the 
first day or two, the fracture usually 
remains reduced. Older fractures require 
specialized treatment.—GLENN Magor, 
M.D., in Fractures of the Jaws’’ (C. V. 
Mosby & Co., 1943). 

_ 


Ether and Fire 


The danger of handling ether in a 
closed room, from the standpoint of fire, 
is extremely small. Even if five pounds 
were released in a room 10 by 20 feet, 
an explosive mixture would not result. 
If one must work by lantern, however, 
it is well to keep the light as far as 
possible from the ether. —H. Goxp, 
M.D., in Hawaii Med. J., Feb., 1943. 

> 


Sexual Organs and Life Span 


The ovaries and testes attain their 
special functions rather late and lose 
their function rather early in the life 
of the individual, It is now certain that 
the gonads are not a link in the life 
chain of the individual; their absence 
does not shorten the life span. Prolon- 
gation of youth, or life itself, by gonadal 
hormone therapy is a mirage, a product 
of wishful thinking.—A. J. Cartson, M.D., 
in Northwestern Med., Jan., 1943. 

a 


Infantile Pneumonia 


If the pulse rate and temperature con- 
tinue to be high, or rise after falling 
toward normal, one should suspect the 
onset of some complication. Examine 
the ears for otitis media, examine the 
chest for empyema, pericarditis (a chest 
film may be required) and extension 
of the pneumonia to adjacent portions 
of the lung. Meningitis may easily be 
mistaken for the toxemia of pneumonia. 











































—NorMAN Hitt, M.D., in Med. World 
(Lond), Jan. 1, 1943. 
oe 
Hypertension 





In the treatment of serious high blood 
pressure, two methods have given some 
good results. The resection of certain of 
the sympathetic nerve fibers results in 
relief of symptoms in 80 percent of cases 
and a drop in blood pressure in 31 per- 
cent. 

Dr. James Hutton’s method of treat- 
ing the adrenal and pituitary glands si- 
multaneously with roentgen rays has 
yielded gratifying clinical success in my 
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hands, and I feel that this simple 
measure should be tried, in the majority 
of cases, before resorting to the surgical 
procedures.—L. G. RowntTrREE, M.D., in 
Texas S. J. M., Dec. 1942. 

> 


The products we advertise are worthy of 
your attention. Look them over. 
8 


Ultraviolet Therapy 


Indolent ulcers and wounds may heal 
more rapidly with occasional erythema 
doses of ultraviolet rays, or daily in- 
creasing doses of natural sunlight. 

Erysipelas should be treated by a daily 
erythema dose of ultraviolet radiation 
applied to the entire affected area, in- 
cluding two inches of normal skin sur- 
rounding the inflamed portion. If sul- 
fonamides are being used, ultraviolet 
rays should not be employed, as their 
use is likely to make the patient photo- 
sensitive. 

Ultraviolet irradiation has a slight ef- 
fect on secondary anemia, as well as a 
general tonic effect. Exposure of the en- 
tire body to ultraviolet rays reduces 
blood pressure slightly, in some persons. 

Cutaneous and subcutaneous tubercu- 
losis are greatly benefited by ultraviolet 
therapy. Such treatment is of value, 
either alone or with other methods in car- 
ing for acne vulgaris, adenoma sebaceum, 
pityriasis rosea, psoriasis, parapsorias- 
is, telangiectasia, and boils. A few cases 
of essential pruritus (pruritus ani and 
vulvae) are relieved. Leukoderma may 
be improved by painting the white areas 
of the skin with oil of bergamot and 
applying ultraviolet radiation in quanti- 
ties sufficient to evoke erythema. —J.A. 
M.A., Jan. 9, 1943. 

* 
Management of a Colostomy 


The patient with a colostomy should 
not use a rubber bag, as the odor from 
the rubber is as bad as, if not worse 
than, the odor from the stool. 

The patient should irrigate the colos- 
tomy, in a manner similar to taking an 
enema, every day at the same time, 
preferably at the normal ‘‘habit time’’ 
previous to the operation. 

It is not necessary to prescribe a non- 
constipating diet. Some foods agree with 
certain people and not with others, If 
the patient cannot tolerate prescribed 
foods, he may become very uncomfort- 
able. The patient may eat the things 


that he always ate before the operation, 
unless they result 
JONES, M.D., 
1943, 


in diarrhea.—T. E. 
in Penn. Med. J., Jan., 
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Poliomyelitis 

The committee on virus research of 
the National Foundation for Infantile Pa- 
ralysis reports that continued studies 
have given further proof that paralysis 
is but one symptom and may be looked 
upon as a complication of the disease; 
and that added information indicates the 
possibility that all patients tested present 
evidence of poliomyelitis being an in- 
fection of the intestinal tract, and that 
the virus is routinely eliminated from the 
body through this tract. 

Highly resistant to agents that kill or- 
dinary bacteria, the virus was shown to 
withstand the action of chlorine, phenol, 
sunlight, drying, ether, and glycerine. Re- 
ported as possibly having been obtained 
in crystalline form, the virus was so 
purified that material obtained from the 
brains and spinal cords of animals dying 
of poliomyelitis could be diluted many 
millions of times and still produce typi- 
cal infection when injected into suscepti- 
ble animals. —News Release from N.F. 
for I.P., Jan. 24, 1943. 

a 


Prevention of Tetanus 


Tetanus can be prevented by the in- 
jection of tetanus toxoid (alum precipi- 
tated). Two or three injections of 1 cc. 
each are required, preferably given at 


one- or two-month intervals. In case of 
later serious injury or gross contamina- 
tion, a single injection of the same 
amount of toxoid will call forth a huge 
increase in the patient’s own antitoxin. 
It is desirable to include diphtheria and 
pertussis vaccines in the same toxoid, to 
protect against all three diseases at 
once.—D. MarsHatt, M.D., in Hawaii 
Med. J., Dec., 1942. 


- 


Arterial Embolism 


A patient who has been known to suf- 
fer with rheumatic heart disease experi- 
ences unbearable pain in the arm or 
leg, and numbness, coldness and pallor, 
after an embolus blocks the artery to 
the extremity. Immediate care must be 
given to save the patient’s life and ex- 
tremity. 

If a surgeon skilled in blood vessel 
surgery is at hand, removal of the em- 
bolus should be attempted at once. If 
not, one grain of papaverine hydrochlo- 
ride should be given intravenously every 
4 hours until the circulation is re-estab- 
lished. 

Do not heat the extremity; keep it 
slightly cool. Heparin should be given 
by the intravenous drip method ( cc. 
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per minute of a solution containing 20 
cc. heparin to 1 liter of physiologic 
saline solution) for 24 hours. Dicou 
marin, the new, inexpensive anticoagu- 
lant, is begun at once, and continued 
until the prothrombin time is normal 
in doses of 300 mg. the first day and 
200 daily thereafter. 


Procaine solution should be given into 
the sympathetic nerves supplying the 
extremity (stellate block in the neck or 
paravertebral in the back along the sec- 
ond, third and fourth lumbar ganglia) 
—J. C. Doane, M.D., in Med World, 
Jan., 1943. 


a 


Stilbestrol in the Menopause 


The oral administration of stilbestrol 
will relieve the symptoms of the meno- 
pause. The dose must be adjusted to 
the individual, beginning with 1 meg. 
three times daily. If the dizziness, hot 
flashes, irritability, muscle and joint 
pains, nausea, anorexia, fatigue, and de- 
pression are relieved, the dose may be 
reduced as low as 0.5 or even 0.1 mg. 
daily; if no relief is obtained, the dose 
may be increased gradually to 15 mg. 
daily. After complete relief has been 
obtained, gradually decrease the dose 
over a period of several months, so that 
recurrence will be avoided.—C. CoLLins, 
M.D., in Tri-State M. J., Nov., 1942. 


a 


The Patient After Prefrontal 
Lobotomy 


After prefrontal lobotomy, the intelli- 
gence of the patient is unimpaired, but 
the application of it is undirected, re- 
sulting in indolence and lack of ambi- 
tion. Social and personal consequences 
are not appreciated, as evidenced by 
tactless and impulsive speech and con- 
duct. Many patients attain prepsychotic 
occupational levels, some reaching even 
higher, but most of them are content 
with time-filling but unproductive activi- 
ties. The brooding, hurt, silent tension 
is gone; emotional reactions are brisk, 
but shallow and short-lived. These pa- 
tients can be treated like irresponsible 
children—Drs. WALTER FREEMAN and 
JAMES W. Warts, in Bul. N.Y. Acad. of 
Med., Dec., 1942. 


> 


I look forward each month to the ex- 
cellent articles CuirmicaL MEDICINE con- 
tains. It would take too long to try to 
cover each department, but I would hate 
to see you discontinue any one of them. 
—DR. B. A. W., Ia. 











Procurement of Medical Officers 


The present system for procuring 
medical officers for the Army of the 
United States works like this: 

The state Procurement and Assign- 
ment Boards send lists of men avail- 
able for military duty to the War Man- 
power Commission in Washington, which 
notifies these men that they have been 
so classified and invites them to apply 
for commissions in the Army, Navy, or 
Air Forces, through their state P.&A. 
Boards. 

The boards then send lists of can- 
didates for commissions to the Officer 
Procurement Service of the War De- 
















































to Gpartment, which sends _ application 
\g. blanks to each individual and arranges 
1ot Bfor the final physical examination. 
int When these papers are completed, 
je- Bthey are forwarded to the Surgeon Gen- 
be feral for review, and those that are ac- 
1g. |cepted are certified to the Adjutant Gen- 
yse eral, who prepares the Commissions and 
ng. forders the officers to their stations. 
en Physicians who have been classified 
yse Bas essential to civilian medical needs 
hat |should not apply for commissions un- 
ns, Bless or until their state P.&A. Boards 
reclassify them as available for military 
service. 
Eligible applicants for the Medical 
Corps who are under the age of 38 
years (and these are acutely needed) 
_ will be commissioned as first lieuten- 
elli- Hants only. Those between 38 and 55 years 
but § will be commissioned in the numbers 
reé- Band grades for which specific position 
nbi- F yacancies exist.—J.A.M.A., Jan. 30, 1943. 
ices a“ 
by 
con- Medical Intelligence 
otic f A recently developed branch of the 
ve Barmy’s astonishing health service is the 
tent § Medical Intelligence Division, headed by 
tiv’ Blt. Col. Tom F. Whayne. Here are col- 
S10N Bilected, sorted, collated, indexed, and dis- 
tisk, J eminated a remarkably varied and un- 
‘pa Busual assortment of facts related to the 
sible # prevention and treatment of diseases and 
and §of disasters not inflicted by men. Here 
i. Of fone may learn about poisonous sea 
snakes in the Persian Gulf; clams as 
large as wash tubs in the South Pacific; 
the behavior of scorpions in North Africa; 
: - the prevalent diseases almost anywhere; 
re the varieties and feeding habits of mos- 
y quitoes in any tropical locality; and so 
= nm almost indefinitely. 





Medical officers ordered to one of the 
many out-of-the-way places where our 
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troops are now serving will do well to 
obtain information from this source re- 
garding the local health conditions. A let- 
ter addressed to Medical Intelligence 
Division, War Department, Washington, 
D. C., and explaining why the writer is 
entitled to such service, should reach its 
destination—though we do not guarantee 
it, lacking complete and authoritative 
information. 


> 


Color Blindness and the Army 


Color blindness is not a bar to Army 
service in the Medical Corps. Those who 
are color blind are not acceptable for 
general military service but can qualify 
for limited military service. It will bar 
one from the Naval and Aviation serv- 
ices.—J.A.M.A., Apr. 17, 1943. 


+ 


The American Academy of Pediatrics 
publishes a small brochure which sum- 
marizes present day treatment of chil- 
dren’s diseases. Therapy is briefly yet 
adequately described. It may be obtained 
by sending ten cents and postage to 
Dr. C. G. Grulee, chairman, 636 Church 
Street, Evanston, Illinois. 


a 


Aircraft Plastic Stops Sunburn 


Sunburn is a serious problem, about 
which medical officers of both Army and 
Navy air forces express mounting con- 
cern. It is reported that, on long bomb- 
ing flights at high altitudes behind acry- 
lic type plastics, aviators have returned 
seriously burned. 

Though some reddening of the skin is 
possible, painful or harmful sunburn will 
be greatly minimized behind windows of 
Aero Quality Lumarith, which was the 
first transparent cellulose acetate base 
plastic to be used for aircraft. Other 
formulas of Lumarith plastics have out- 
standing ultraviolet transmission. 


> 
Look for the new reader comment col- 
umn THE AURICLE SPEAKS among 
the advertising pages at the front. 


- 


Woman Physician as Health Officer 

Dr, Eliabeth Gunn of Omak, Wash- 
ington, has been appointed Okano- 
gan County Health Officer to continue 
the unexpired term of Dr. G. E. Stevens, 
now in the armed services. 


THUMBNAIL 


Operations on the Aged 

@ When it is argued that any operation 
is too formidable for an old man, one 
must remember that an old man may 
suffer just as keenly as a young one, 
and has less to lose. —C. D. CREEvy, 
M.D., in J.A.M.A., Dec. 5, 1942. 


Difficult Urination 

@ The patient who has difficulty in 
urinating should urinate at the first de- 
sire to do so. He must relax, not strain. 
He should avoid becoming chilled, the 
use of alcohol and spicy foods, and 
long motor drives.—A. FULLERTON, M.D., 
in Med. World (Lond.), Nov., 1942. 


Hypertension and 


Contracted Kidney 
@ A patient with 
and hypertension is able to live only 
because his blood pressure is high 
enough to push the urine through his 
kidney. If he did not have high blood 
pressure, he would die. Do not use 
strenuous attempts to reduce blood pres- 
sure, when tests show kidney function 
to be poor.—A. FiIsHEerR, M.D., in Med. 
World (Lond.), Nov., 1942. 


contracted kidney 


Chiggers 

@ Chiggers may be discouraged by dust- 
ing powdered sulfur over the legs and 
in the stockings. Powdered naphthalene 
(‘moth balls’) will have the same 
effect. 

Relief from itching may be obtained 
by a warm salt bath or by killing the 
mites in the skin with applications of 
benzine, sulfur ointment,  carbolized 
vaseline, or a drop or two of chloro- 
form on each swelling.—I. S. CurTrTer, 
M.D., Chicago, Ill. 


Repeated Abortions 
@ The woman who has repeated abor- 


tions (miscarriages) is often hypothy- 
roid. The administration of 1 or 2 grains 
daily of thyroid extract is often effective 
in correcting the thyroid deficiency.— 
E. C. HAMBLEN, M.D., in Texas S. J. M., 
Dec., 1942. 


THERAPEUTICS 


Dry Parotitis 

® An inflamed salivary gland may fail 
to secrete saliva. An injection of 1 cc. 
of prostigmine methylsulfate, 1/2000, is 
followed by a profuse secretion of saliva, 
This injection should be repeated several 
times, at from 1- to 3-day intervals, un- 
til thin saliva is obtained.—L. PELNer, 
M.D., in Am. J. Dig. Dis., Dec., 1942 


Painful Breasts After Delivery 


© The administration of from 0.5 to 10 
mg. daily of stilbestrol is effective in re- 
lieving painful, engorged breasts during 
the postpartum period. — W. PETERSON, 
M.D., in Journal-Lancet, Dec., 1942. 


Hormone Treatment of Fibroids 


@ Experimentally, it has been shown 
that progesterone and desoxycorticoster- 
one will cause the decrease in size of 
fibromyomas, or prevent their appear- 
ance. Testosterone, when given over a 
long period of time or implanted sub- 
cutaneously as a pellet of pure chemi- 
cal, has been shown clinically tu have 
had some measure of success in treat- 
ing uterine fibroids.—A. LipscHuTz, M.D., 
in J.A.M.A., Sept. 19, 1942. 


Corneal Ulcers 


@ In the treatment of corneal ulcers 
which are threatening to perforate or 
have perforated, this prescription is use- 
ful: 
it 

Yellow Oxide of Mercury ....0.30 

Eserine 

Vaseline 
—E. E. N. T. M., Sept., 


Infra-Red for Sunburn 


@ Infra-red rays are at the opposite 
end of the spectrum from ultra violet 
rays and have antagonistic effects. The 
sunburned area is exposed to gentle in- 
fra-red radiation until the pain is re 
lieved, The lamp is usually placed 30 
inches from the patient, and a treat- 
ment is given for 20 minutes. It is re- 
peated as necessary to relieve pain.— 
W. M. WHITEHEaD, M.D., in E.E.N.T.M., 
May, 1943. 
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Auricular Fibrillation 
® When auricular fibrillation appears in 
a middle aged person who has never suf- 
fered from rheumatic fever or other in- 
fection, hyperthyroidism is a very likely 
cause.—RENDLE SHorT, M.D., in Med. 
World (Lond.), Nov. 29, 1942. 


Urinary Incontinence 

e When a patient complains of urinary 
incontinence, the physician should first 
think of urinary retention with overflow, 
which is easily proved by catheterization 
after the patient has urinated as much 
as he can. If he complains of incontin- 
ence at night but not by day, he too may 
be suffering from retention with overflow. 
—HucH Lett, M.D., in Med. World 
(Lond.), Nov., 1942. 


Headache 

e Migraine headaches rarely begin in 
middle life. One should think first of hy- 
pertension and chronic nephritis as 
causes of severe headache in older 
patients. —Hucu Lett, M. D., in Med. 
World (Lond.), Nov., 1942. 
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Urethral Stricture 

e In all cases of suspected stricture, a 
fair-sized instrument should be passed 
first; otherwise, the fine end of a small 
catheter may be caught in one of the 
folds of the urethra, giving the false im- 
pression that there is an obstruction of 
the urethra, when there is really none 
at all. —Hucu Lett, M. D., in Med. 
World (Lond.), Nov., 1942. 
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“Neurasthenia” 

@ Chronic nephritis may stimulate neu- 
rasthenia. The patient may complain of 
morning headache, characterized by 
“tightness’’ and feeling of pressure; diz- 
ziness; weariness and lassitude; and 
somnolence in the daytime.—F. W. Morr, 
M.D., in Med. World, (Lond.), Nov., 1942. 
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Retention of Urine 

® Retention of urine may be due to 
diseases of the nervous system, such as 
tabes dorsalis. —Hucu Lett, M. D., in 
Med. World (Lond.), Nov., 1942. 


Pain in the Loin 
® Localized pain in the loin, indicated 
frequently by the patient placing his 
thumb just below the “renal angle,”’ is 
often due to kidney disease.—T. McCrar, 
M. D., in Med. World (Lond.), Nov., 1942. 
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Teeth and Nutrition 

@ The condition of a child’s teeth is 
as important an index of its proper 
nutrition as are increases in height and 
weight. The teeth should be examined 
frequently and carefully. — Litt1ian B. 
Storms, Ph. D., in J. of Am. Dietetic 
Assn., Nov., 1941. 


Keratitis and Riboflavin 
Deficiency 

@ A prominent symptom of riboflavin 
deficiency is increased vascular engorge- 
ment of the limbic plexus, and some- 
times corneal vascularization. Similar 
conditions are found in rosacea keratitis, 
which clears up after daily doses of 
from 3 to 5 mg. of riboflavin, continued 
as required.—V. P. Sydenstricker, M. D., 
et al, in J.A.M.A., 114:2437, 1940, through 
Squibb Memoranda, Jan., 1942. 


Diagnosing Tuberculosis 

e The symptoms of early tuberculosis 
are too vague and simulate too many 
other conditions to be a reliable guide. 
Physical examination need not be em- 
ployed unless the tuberculin test is 
positive, and should be followed by a 
chest roentgram. The stethoscope is a 
satisfactory instrument for the detection 
of early tuberculosis, but an unreliable 
one if used alone for this purpose. Phy- 
sicians working in tuberculosis sanatori- 
ums and skilled in chest examinations, 
find that they often cannot detect even 
moderately advanced tuberculosis. The 
tuberculin test is easy to use and rules 


out uninfected suspects at once. —R. 
HOFFMANN, M.D., in Dis. Chest, Nov., 
1942. 

Ovarian Cancer 

@ It is a good clinical axiom to re- 


member that when a patient is sus- 
pected of having an intestinal carcino- 
ma, the ovaries should be examined, 
and vice versa. The removal of an ovari- 
an cancer will be valueless if a primary 
tumor in the colon is overlooked. (Kru- 
kenberg tumor.)—WaALTER SCHILLER, M.D., 
in Ill. Med. J., Dec., 1942. 


NEW BOOKS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


In books lies the soul of the whole Past 
Time; the articulate audible voice of 
the Past, when the body and ma 
terial substance of it has alto- 
gether vanished like a 
dream.—CARLYLE 


> 


OBSTETRICAL PRACTICE 


Beck 


OBSTETRICAL PRACTICE. By Atrrep C. 
Beck, M.D., Professor of Obstetrics and 
Gynecology, Long Island College of Medicine; 
Obstetrician and Gynecologist-in-Chief, Long 
Island College Hospital, Brooklyn. More than 
one thousand illustrations. Third Edition. 
Baltimore: The Williams & Wilkins Com- 
pany, 1942. Price $7.00. 


This text, although large, is not impractical. 
Each section is discussed directly, with a 
maximum of material and a minimum of 
padding. Eleven hundred sketches illustrate 
salient points. Many of these sketches, in this 
new edition, are made more effective by the 
addition of color. 

The section on operative obstetrics has been 
completely revised and rewritten. The cap- 
tions under the illustrations concerning oper- 
ative deliveries have been extended so that 
the practitioner may obtain a clear concep- 
tion of each operation without referring to the 
text. The various steps of the forceps opera- 
tions are clearly shown by many colored 
illustrations. 

As the author has said previously, there is 
no room for disproven theories, and conflicting, 
controversial factors have been eliminated. 


Much information is given concerning the 
medical and surgical diseases which may 
affect pregnancy. 

This is pre-eminently a practical, usable 
book. 


+ 


OPERATIVE ORAL SURGERY 


Winter 


OPERATIVE ORAL SURGERY. By Leo Win- 
Ter, D.D.S., M.D., F.A.C.D., F.A.C.S., Se.D. 
(Hon.),LL.D., Professor of Oral Surgery, New 
York University; Director of the Oral and 
Minor Surgery Clinic, New York University 
College of Dentistry; Visiting Oral Surgeon in 
Charge, Bellevue Hospital; Consulting Oral 
Surgeon, Montefiore Hospital; Chief of Den- 
tal Clinic, New York University College of 
Medicine; Fellow New York Academy of 
Medicine. With 1,211 Text Illustrations in- 
cluding 10 in color. Second Edition. St. Louis: 
The C. V. Mosby Company, 1943. Price 
$12.50. 


When one’s eye falls upon the magnificent 
colored sketches, which illustrate the section 
on local anesthesia, one knows that this book 


will be useful. This impression is strengthened 
by perusing other sections. 

The chapter on ‘‘Pain’’ is worth the price of 
the book. Every cause of pain about the head 
is discussed, illustrated where possible, and 
methods of treatment given. The oral surgeon 
is reminded of tooth roots in the maxillary 
sinus, tic douloureux, bone tumors, painful 
gums which need scarification, pain due to 
errors in local anesthesia technic (too rapid 
injection, boiling needles in alkaline water 
with soda, keeping of needle and syringe in 
alcohol and glycerin, use of too strong 
solution) . 

The entire book makes enjoyable, valuabl« 
reading. 

+o 


PRIMER OF ALLERGY 


Vaughan 


PRIMER OF ALLERGY. A guidebook fo 
those who must find their way through th« 
mazes of this strange and tantalizing state 
By Warren T. VaucHN, M.S., M.D., Rich 
mond, Virginia. With illustrations by Jouw 
P. Tm.ery. Second Edition. St. Louis: The 
C. V. Mosby Company, 1943. Price, $1.75. 

This small book is written for the allergic 
patient. The author’s sense of humor and abil- 
ity to explain a complicated topic to the lay 
person combine to produce an unusually in- 
teresting book. Patients who idly pick it up in 
the reception room are found to be still read- 
ing it after quite a lapse of time. 

The physician should recommend this inex- 
pensive text to his patients. The few dollars 
that it costs will be more than made up by 
what the patient saves on trying quack rem- 
edies and changing physicians every few days 
The author explains that even if 100 percent 
relief is procured from the allergic symptoms 
that are troubling at the moment (and he 
emphasizes that there can be no guarantee of 
cure in allergic patients!) new sensitizations 
may arise in the future. This approach may 
Spake patients from seeking a magic cure- 
all. 

The patient is told that many skin tests 
and much time may be needed to establish 
a diagnosis, that he must cooperate if he 
expects to get results and the possibilities of 
a series of desensitizing injections. The humor- 
ous cartoons impart a most delightful and 
unmedical appearance to the book. 


- 


PROPHECY 
Hall 


THE PISCEAN AGE: A SYSTEM OF WORLD 
PROPHECY. By Manty PALMER HAtt, Phi- 
losopher, First Edition. Los Angeles: Philo- 
sophical Research Society, Inc., 1942. Price, 
50 cents. 


The prophecies of Nostradamus are having 
quite a vogue—and they were astrologic proph- 
ecies; so, also, were those of the old Egyp- 
tians. Mr. Hall believes he has discovered the 
system with which these, and many other, 
prophets worked, and here gives a brief sketch 
of it, with three astrologic-zodiacal charts. 
Those who are at all interested in matters of 
this sort will find the 47-page brochure rather 
fascinating, and can, with a superficial study 
of astrologic and zodiacal terms, work out 
their own prophecies. 


> 
I never desire to converse with a man 
who has written more than he has read. 
—Dr. JOHNSON 
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Dr. Royal Lee 

In recognition of his scientific and edu- 
cational work in the field of human nu- 
tritional research, Dr. Royal Lee, Presi- 
dent of the National Foundation of Nu- 
tritional Research, has recently had con- 
ferred upon him the Doctorate Degree 
of Speech by the Staley College of Bos- 
ton, Mass. Dr. Lee, founder of the 
Vitamin Products Co., Milwaukee, Wis., 
was last year named as a Fellow of the 
American Association for the Advance- 
ment of Science. 


NEWS 


Dr. Lee, in a recent address before the 
Northeastern Dental Association, an 
nounced a new method of extracting 
twice the amount of sugar from can¢ 
juice while retaining all of the natura 
vitamins and minerals now lost in suga: 
refining. 


“The new sugar,’’ commented Dr. Lee 
‘is nothing more than cane juice that 
has been dehydrated. Nothing is removed 
but water. Prevention of the destruction, 
in considerable measure, of the vitamins 
present has been accomplished without 
cooking temperatures, for much of the 
vitamin and mineral content is in com- 
pounds of a protein nature, coagulated 
by heat. In addition to producing a 
nutritious sugar, containing 3% per cent 
of mineral elements and vitamins A, 3 
complex, C and K found in the sugar 
cane, the yield was doubled by this new 
process, 

“The methods are somewhat along the 
lines used in dehydrating blood serum 
and have been applied to lemon, orange 
and lime juice with excellent success, 
resulting in full nutrition value, plus out- 
standing flavor.’’ 


a 


Sister Kenny to Teach at N. Y. U. 

Sister Elizabeth Kenny will teach her 
technic in a course to be given by New 
York University on a grant from the 
New York Foundation for Infantile 
Paralysis. 

The University said the course will be 
the most extensive ever undertaken to 


prepare technicians to administer the 
Kenny method. 


Classes for the course will be held at 


(Continued on next page) 


For Mouth and 
Throat Care 


Give Lavoris a trial and note the result 





CLINICAL MEDICINE 


“CATAPLEX C” 
Natural Vitamin C 
Effective in OXYGEN “HUNGER” 


Excellent clinical results are shown by the use of 
V-P “CATAPLEX C” in Tachycardia. Administra- 
tion of Natural Vitamin C increases the capacity of 
the blood to carry oxygen, consequently reducing the 
load on the heart. It is also effective in Fatiguability, 
where a lack of oxygen in the bloodstream is shown. 


“CATAPLEX C” is more than ascorbic acid. It con- 
tains all the naturally occurring associated factors that 
should accompany Vitamin C for full vitamin effect. 
“CATAPLEX C” is gleaned from NATURAL food- 
stuffs, rich in Vitamin C. It is this difference of compo- 
sition that promotes the superior results proved by 
physicians for so many years. 


) “Cataplex C” tablets are 
y-P . available in the following 


“CATAPLEX C” ‘ sizes: 36 tablets $1.50; 120 


tablets $4.50; 500 tablets 


Natural $17.25. 


Vitamin” 
Concentrate 


VITAMIN PRODUCTS COMPANY « 
2023 W. Wisconsin Avenue 
Milwaukee 3,Wisconsin i 


GENTLEMEN: 


I want a copy of V-P’s Nutritional Ab- a 
stract, “Vitamin Therapy in the Treat- e 


VITAMINS WITH THEIR ment of Heart Disorders.” 
NATURAL SYNERGISTS NNR i aiid ; % 
THAT PRODUCE NATURAL Address 2.0.0.0... bs 6 
RESULTS... inn... Zone........ State 





